
CLINICAL EPIDEMIOLOGY ROUNDS

This series of Clinical Epidemiol-
ogy Rounds has been prepared for
those clinicians who are behind in
their clinical reading. As nearly as
we can tell from several informal
polls, this includes all of us. And
well it should. To keep up with the
10 leading journals in internal med-
icine a clinician must read 200 ar-
ticles and 70 editorials per month.'
There are now over 20 000 differ-
ent biomedical journals published
(up from 14 000 10 years ago); to
"read up" on viral hepatitis requires
selection from among 16 000 cita-
tions published on this topic in
English alone in the last 10 years.

The biomedical literature is ex-
panding at a compound rate of 6%
to 7% per year;2 thus, it doubles
every 10 to 15 years and increases
10-fold every 35 to 50 years. By
contrast, our time available for
reading the clinical literature is con-
stantly being whittled away by other
demands. Accordingly, our recom-
mendations in this set of rounds
will stress efficiency as well as va-
lidity and applicability, and many
of our prescriptions for the busy
clinical reader will call for tossing
an article aside early rather than
devoting time to its detailed study,
only to reject it later. Thus, the
guidelines we propose will permit
clinicians to rapidly separate the
"wheat from the chaff" in the din-
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ical literature so that their clinical
skills can be sharpened rather than
smothered by reports of innova-
tions in diagnosis, prognosis and
therapy.
We confront a given article in

two ways. First, it can find us, as a
result of our subscribing to its par-
ent journal or because somebody
gave it to us. Second, we can find
it, as a result of trying to track
down information that will help us
make a diagnosis or manage a par-
ticular patient. Both routes reflect
our priority for keeping up with de-
velopments in medicine, the neces-
sity for which is underscored in the
following presentation:

In 1973, 230 hypertensive men
were identified at a steel mill in Ha-
milton, Ont. When their diastolic
blood pressures remained at 95 mm
Hg or higher after 3 months of ob-
servation, they underwent a thorough
history, physical and laboratory work-
up. Then each hypertensive man, plus
a record of his work-up. was linked
to a clinician who decided whether
and how to treat him.3
Two thirds of these men were

started on drug therapy and one third
remained untreated, making it pos-
sible for us to go back and identify
three major determinants of this clin-
ical decision to treat some but not
other hypertensive patients. The first
two determinants were the level of
diastolic blood pressure (the men with
more severe hypertension were more
likely to be treated) and the presence
of target organ damage (those with
evidence of damage to the heart,
brain, kidney, eye or major arteries

were more likely to be treated), both
of which are logical and appropriate.

However, the third determinant of
whether a hypertensive man was
started on treatment was the year of
graduation from medical school of
the physician to whom he was re-
ferred; the more recent graduates were
more likely to treaC Indeed, it ap-
peared that these physicians, both
older and younger, were practising
the sort of medicine that prevailed
at the time they finished their train-
ing. They had been taught the appro-
priate contemporaneoLls management
of hypertension but often appeared
not to have been taught how to de-
cide when to change this management.

This presentation dramatizes a
continuing challenge to the practice
of medicine: the necessity (if we are
to continue to do more good than
harm to our patients) to recognize
and respond to the need to change
our diagnostic and therapeutic
maneuvers so that they remain con-
sistent with valid new knowledge.

The issue is a fundamental one
and extends far beyond hyperten-
sion. For example, should we still
automatically use clofibrate in treat-
ing asymptomatic middle-aged men
who have moderate hypercholeste-
rolemia?' Should we now consider
therapy with acetylsalicylic acid in
men with transient ischemic at-
tacks?5 If we see such patients, yet
have not asked ourselves these
questions, we may not .imply be
behind in our reading; we may be
falling short in our clinical practice.
How can busy clinicians meet this

challenge to recognize and respond
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to the need to change their clinical
practice? The current strategies in-
clude continuing education, recerti-
fication and the like. The strategy
that is the focus of this series of
Clinical Epidemiology Rounds is
reading clinical journals.

Why do we read clinical journals?

There are many reasons why we
read clinical journals; 10 are listed
in Table I. Most of them are not
pertinent, to the topic of these
rounds and will be disposed of
quickly.

First, of course, is journal read-
ing, or at least journal "flashing",
to impress others. The audience can
be either lay people (fellow travel-
lers on public transport, relatives
etc.) or fellow clinicians (at lunch,
on rounds, at continuing education
seminars etc.). The former are im-
pressed by our erudition and the
latter by our apparent ability to
keep up.

Second, we read journals to keep
abreast of professional news; many
journals (including CMAJ) serve in
part as house organs for our pro-
fessional organizations and there-
fore serve to keep us informed of
the actions of these organizations
and of our colleagues.

Third, we sometimes read jour-
nals to better understand new, often
exciting, insights into the patho-
biology of the clinical problems we
encounter in our practices.

Fourth, we often read journals to
find out how a seasoned and wide-
ly respected clinician works up or
treats a specific illness, especially
if the illness is one that we don't
encounter often enough to want to
decide for ourselves on the value
of these clinical maneuvers. Of
course, we give up more than clin-
ical judgement when we let an au-
thority tell us how to manage our
patients. We also usually give up
the oppcwtunity to look at the clin-
ical evidence to see whether it is
both valid and applicable to our
practice.

Fifth, we read clinical journals to
find out whether a new or existing
diagnostic test will improve the ac-
curacy, comfort, safety or efficien-
cy with which we work up our pa-
tients.

Sixth, we read these journals to

learn more about the clinical course
and prognosis of the disorders we
encounter. The disorder might be a
well known one whose course and
prognosis are now changing or be-
coming more clear. Alternatively, it
might be a "new" disorder, like
Legionnaires' disease. After this
reading we can decide whether any
intervention is warranted and can
do a better job of reassuring and
counselling our patients and pal-
hating their illnesses.

Seventh, we read clinical journals
to determine etiology and causa-
tion, both to better advise our pa-
tients whether, for example, lifestyle
attributes such as obesity, lack of
exercise and job stress really con-
stitute health risks, and to better
protect our patients from the ad-
verse effects of drugs and other clin-
ical maneuvers.

Eighth, we read journals so that
we can distinguish the preventive,
therapeutic and rehabilitative man-
euvers that really do benefit pa-
tients from those that either simply
waste their (and our) time and
money or actually generate more
harm than good.

Ninth, we read clinical journals
to understand the "new wave" of
claims, judgements and threats
about health needs, quality of care
and the efficiency of clinical and
other health care. *

Finally, we read some clinical
journals (especially those from Bri-
tain) to be titillated by the letters
to the editor. After being called a
snail in a letter to the Lancet,6 one
*The volume and importance of this new
wave is so great that we shall devote a
series of Clinical Epidemiology Rounds
to it. Stay tuned.

of this series' authors is convinced
that the offended British general
practitioner has no equal in the ar-
ticulation of outrage.

Reasons 5 to 8 in Table I con-
stitute the essence of sensing and
responding to the need to change
our approach to diagnosis, progno-
sis, etiology and therapeutics, and
will be the focus of this series of
five Clinical Epidemiology Rounds.
The strategies we shall suggest

assume that clinical readers are al-
ready behind in their reading and
that they will never have more time
to read than they do now. For this
reason, and because the guides that
follow call for closer attention to
"Materials and methods" and other
matters that often appear in small
type, many of the guides recom-
mend tossing an article aside as not
worth reading, usually on the basis
of quite preliminary evidence. It is
only through the early rejection of
most articles that busy clinicians
can focus on the few that are both
valid and applicable in their own
practices.

The first four guides

Fig. 1, a flowchart of guides for
reading articles in clinical journals,
shows that the first four guides,
which follow, are common to all
the reasons for reading them.

Look at the title

Is the article potentially interest-
ing or possibly useful in your prac-
tice? If not, reject it and go on to
the next article, to some other task
or to the hockey rink.

Review the list of authors

In addition to occasionally rec-
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ognizing a former classmate, the
seasoned reader will know the track
record of many authors. If this
track record is one of careful and
thoughtful work that has stood the
test of time, read on. If, on the
other hand, the track record is a
series of unsupported conclusions
that remain in vogue only until the
letters to the editor catch up with
them or indicate a repeated preju-
dice in search of supporting data,
reject the article. However, many
authors will be new or otherwise
unknown, and, like the work of un-
known sculptors, that of unknown
authors deserves at least the fol-
lowing passing glances.

Read the summary

The objective here is simply to
decide whether the conclusion, if
valid, would be important to you
as a clinician. At issue here is not
whether the article's results are
true (for you can rarely tell this
by reading an abstract*), but wheth-
er the results, if true, are useful.

Those who have been reading

clinical journals for some time will
recall that their format has changed
substantially over the years. The
old ''Summary and conclusions..
section that used to tag along at
the end of articles moved to the
front and became an abstract in the
late 1 960s in the Lancei., the New
England Journal of Medicine and
the British Medical Journal, fol-
lowing the lead set earlier by the
Journal of the American Medical
Association and CMAJ. This re-
vised format has made the quick
study of medical articles much
easier for the busy clinician.

Consider the site

Is the site of the study sufficient-
ly similar to yours that the study's
results, if valid, would apply to pa-
tients in your practice?t There are
two issues here. First, is your ac-
cess to the required facilities, ex-
pertise and technology sufficient to
permit you to implement the man-
euvers described in the article? Sec-
ond, are the patients at the facility
where the article originated likely

0
Look at the TITLE: interesting or useful?
YES

NO
© Review the AUTHORS: good track record?

YES or DON'T KNOW

. .'.eaci theSUMMARY: if valid, would these results be useful?N
YES 4

.l (Consider the SITE: if valid, would these results apply in your practice?

READ THE "PATIENTS AND METHODS" SECTION(.) K 7

to be similar to your patients in
severity of their disease, treatment.
age, sex, race or other key features
that have an important bearing on
clinical outcome?

Put another way, are the results
readily transferable to your own
clinical practice? For example, if
you are a family physician seeing
primary care patients, the results of
studies carried out in specialty clin-
ics at tertiary referral centres may
not apply. This is not reverse snob-
bery. Consider hypertension: for
years, primary care clinicians have
been urged by tertiary care nephrol-
ogists to carry out rapid-sequence
intravenous pyelography, endocrine
work-ups and other extensive labo-
ratory tests on newly detected hy-
pertensive patients to detect those
who could be cured.7 One reason
for this recommendation was the
appreciable yield of surgically cor-
rectable hypertension from the ex-
tensive investigation of hypertensive
patients referred to tertiary care
centres. An example of this yield
is found in Table II: 6% of hyper-
tensives referred to the Cleveland
Clinic were found to have surgically
curable disease;8 however, when a
similar set of laboratory studies
were carried out among hyperten-
sive patients in an Ontario general
practice, only about one tenth as
much surgically curable hyperten-
sion was found.9

Both conclusions are right. Their
difference arises from the referral
"filters" through which general
practice patients must pass before
they get to tertiary care centres like
the Cleveland Clinic. General prac-
titioners preferentially refer, and
tertiary care centres preferentially
accept, patients with a relatively
high likelihood of secondary hyper-
tension. Thus, patients with sub-
costal bruits or low serum potas-
sium concentrations travel to ter-

*Sometimes, of course, you can't even
tell whether the results are true after
you've read the entire article.

tWe shall return to this consideration in
later rounds. For now, one useful way
to consider this guide is to phrase it in
its negative form: Is the site so dissimilar
to your own that its results, even if they
are valid, would not apply in your prac-
tice?FIG. 1-The first steps in how to read articles in a clinical journal.



tiary care centres and give, them
their high rates of curable hyper-
tension; most patients without these
features stay home. Because *of
these referral filters, different diag-
nostic tests are and should be car-
ried out in primary and tertiary
care centres. It is only by paying
attention to the site where a re-
ported study was carried out that
we shall reduce the misapplication
of its results.

The parting of the ways

Thus we must view published ex-
perience critically (if not biblically),
for too often the "Conclusion" giveth,
but the "Materials and Methods"
taketh away.10

The review and editorial policies
of even the best and most highly re-
spected journals provide incom-
plete protection from error, and a
single subscription can provide both
truth and a carnival of bias. Ac-
cordingly, we know of no alterna-
tive for clinical readers (once they
are satisfied with the title, authors,
summary and site) but to invest
time early, reviewing the Methods
section of an article, so as to avoid
wasting time and money later in
the execution of useless or even
harmful clinical procedures.

Time and again during the course
of these rounds we shall see that
the hasty clinician who accepts the
conclusions of an article after read-
ing only its summary does so at
considerable risk both to truth and
to patients. Thus, although reading
an article's summary can some-
times tell you that it is invalid (for
example, when it has based the ef-

ficacy of a risky regimen on the
testimonials of its survivors), such
an inspection can almost never tell
you whether any* article is valid.
This latter, crucial judgement calls
for bringing that particular com-
hination of healthy scepticism and
applied common sense that Ernest
Hemingway labelled "crap detec-
tion" to bear on the Methods sec-
tion of the article.
The guides branch at this point,

depending upon the clinical read-
er's intent; this arborization is
shown in Fig. 1. The next in this
series of Clinical Epidemiology
Rounds will consider guides to use
when reading a clinical journal in
order to decide whether to use a
specific diagnostic test.
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